General Health Appraisal Form

- Parent: Please complete top section, sign and give to your health care provider to complete.

Child’s Name: DOB:

1, give consent for my child’s health care provider, school, child care provider, or
camp personnel to discuss/share my child’s health concerns. My child’s health care provider may fill out and mail this
form (and applicable attachments) to my child’s school, child care provider or camp.

Parent/Guardian Signature Date

Please return to: Blooming Littles Learning Center, 1015 E Elm St, P O Box 236, Milliken, CO 80543

HEALTH CARE PROVIDER: Please Complete After Parent Section Completed

Date of Last Health Appraisal: Weight @ Exam:
Physical Exam: (I Normal (I Abnormai (Specify any physical abnormalities)
Allergies: &1 None or Describe Type of Reaction

i Significant Health Concerns: (Severe Allergies [Reactive Ajrway Disease QlAsthma USeizures UDiabetes DHospitalizations
CiDevelopmental Delays TiBehavior Concerns QVision QHearing UDental TNuwition O Other

Explain above concern (if necessary, include instructions to care providers):

Current Medications/Special Diet: {3 None or Deseribe

Separate medication authorization form is required for medications given in schoel. child care or camp

For Fever Reducer or Pain Reliever {for 3 consecutive days withont additional medical autherization) PLEASE CHOOSE ONE PRODUCT
D Acetaminophen (Tylenol)} may be given for pain or fever over 102 degrees every 4 hours as needed

Dose or see the attached age-appropriate dosage schedule from our office
OR  DOibuprofen (Motrin, Advil) may be given for puin or for fever over 102 degrees every 6 hours as needed
Dose or see the attached age-appropriate dosage schedule from our office

Immunizations: 3Up-to-Date O See attached immunization record TlAdministered today:

Health Care Provider: Complete if Appropriate
##ONLY REQUIRED BY EARLYEEAD START AND HEAD START PROGRAMS PER STATREPSPT SCHEDULE**
*#* Height @ Exam = BP “*Head Circumference (up to 12 months) =
**HCT/HGB +# L ead Level (INof at risk or Level

*¥TB [ONot at risk or Test Resnlts {1 Normal [ Abnormal
*Gereenings Performed: (IVision: UNormal TlAbnormal UHearing: ONormal QAbnormal  ODental: ONormal [3Abnormal-

Recommended Follow-up
Provider Signature
Office Stam
Next Well Visit: U Per AAP guidelines¥or L3 Age Or write Name, Addnss??hone,#

This child is healthy and may participate in all routine activities in school sports, child care or camp
program. Any concerns or exceptions are identified on this form.

Signare of Health Care Provider (certifying form was reviewed) Date:

The Colorade Chapter of the American Academy of Pediatrics (AAP) and Healthy Child Care Colorado have approved this form. 04/07

*The AAP recommends that children from 0-12 years have health appraisal visits at: 2,4, 6,9, 12, 15, 18 and 24 months, and age 3,4, 5.6, 8, 10 and 12
years.

Copyright 2007 Colorado Chapter of the American Academy of Pediatrics

=



Ceriificate of Immunization for Electronic Records
You may type in the boxes and print using the free Adobe Acrobat Reader.
To save the completed form, you must have the full Acrobat program or Reader version 7 or greater.

W REQUIRES THAT THIS FORM BE MPLETED FOR EACH STUDENT ATTENDING COLORADO SCHOOLS

Name 7 Date of Birth

Parent/Guardian

COLORADO BDEPARTMENT OF PUBLIC HEALTH AND ENVIRONMENT—CERTIFICATE OF IMMUNIZATION

Vaccine Enter the month, day and year each immunization was given
Hep B Hepatitis B
DTaP Diphtheria, Tetanus, Pertussis (pediatric)
DT Diphtheria, Tetanus (pediatric)
Tdap Tetanus, Diphtheria, Pertussis
Td Tetanus, Diphtheria
Hib Haemophilus influenzae type b
PVIOPY Polio
PCVY Pneumocaccal Conjugate
MMR Measles, Mumps, Rubelia
Measles Measles
Mumps Mumps
Rubella Rubella
Varicella Chiokarpon Healtheare Provider Documentation Date |Lab Verification Date

Vaccines recorded below this line are recommended. Recording of dates is encouraged.

HPV Human Papiliomavirus
Rota Rotavirus
MCV4/MPSV4 Meningococcal
Hep A Hepatitis A
TIVILAIV Influenza
Qther

THIS SECTION CAN BE COMPLETED BY CHILD CARE/SCHOOL/HEALTH CARE PROVIBER

3 A) Child Care Up fo Date

Up to date gh & hs of age for Colorado School ization Requi Update Signature ; Date
{1 B) Child Care Up to Date

Up to date gh 18 of age for C do Schoo! Immunization Requiremnents Update Signature Date
[ C) Child CarelPre-school/Pre-K*

Up to date for Child Care/Pre-SchoolPre-K for Cok Schoot ization Requi ts  Update Signature ) . - _ Date
1 D) Complete for K~5th Grade

Up to date for K-5th Grade for Colorado School Immunization Requirements Update Signature Date

! * 1 age 4 years and fulfills Requirements for Pre-Schoo! & Kindergarlen, check BOTH Boxes C and D.

Signed Title Date

(Physician, nurse, or school health autherity)

COPHE-IMM CI-E-FDF RC Rev. 917



